Aims: To explore the organized stroke unit experience from the multiple perspectives of stroke survivor, family carer and the multi-disciplinary team.
National Stroke Foundation 2010; Stroke Foundation of New Zealand and New Zealand Guidelines Group, 2010).
| Background
The components of organized stroke care include immediate specialist assessment, early interventions, appropriate staffing/patient ratios, multi-disciplinary team (MDT) working, organized assessment, intensive specialist rehabilitation therapy and effective discharge planning (Langhorne & Pollock, 2002; Ringelstein et al., 2013) . Furthermore, evidence suggests a growing emphasis on acute and hyper-acute models of provision (Vickrey & Thrift, 2014) . Hyper-acute care is defined as up to the first 72 hr of care and involves immediate specialist assessment, close physiological monitoring, diagnosis and possible cause of the stroke and initiation of necessary treatment which could involve thrombolysis. This contrasts other forms of organized care such as acute and rehabilitation stroke units. Research focusing on experience of care from the perspective of the patient, family carer and MDT is limited. McKevitt, Redfern, Mold, and Wolfe (2004) highlighted the experience of psychological crisis in the first week of stroke and others have noted that responding to patients needs at this time is a challenge (Kitson, Dow, Calabrese, Lockock, & Muntlin Athlin, 2013) .
Others have noted patient appreciation and satisfaction attributed to medical and nursing staff Tholin & Forsberg, 2014) . Similar themes have emerged from work exploring patient experiences of acute stroke care and hospital rehabilitation, findings include the need to improve information provision, the promotion of autonomy and the significance of relationships with staff (Andersson & Hansebo, 2009; Mangset, Dalh, Førde, & Wyller, 2008) . With the advent of evermore acute and 'hyper-acute' models of stroke provision, the ways these relationships are played out have come under some scrutiny. Tutton, Seers, Langstaff, and Westwood (2012) carried out a mixed methods study of the notion of 'hope' in stroke unit care, while Morris, Payne, and Lambert (2007) identified several themes including recognition of commitment, a failure to view the 'whole' person and limited resources. Others have suggested that the nursing role may be inhibited by spatial and time-related factors in organized stroke care (Seneviratne, Mather, & Then, 2009 ). This article seeks to draw on the views of stroke survivors, family caregivers and members of the MDT in exploring experiences of organized stroke care. Specifically, it concentrates on the time spent between stroke survivor's admission and discharge. The work builds on two other articles published from the same study, one looking at emergency admission and the other focusing on palliative stroke care .
| THE STUDY

| Aims
The aim of this study was to explore stroke survivor, family carer and staff experiences of receiving or providing care in seven organized hospital stroke units in a northern region of the UK.
| Design
Due to the exploratory nature of the research aims and the limited existing evidence base, a qualitative study design was adopted.
Specifically Framework Analysis (Ritchie & Spencer 2002 ) was used to enable a comprehensive and systematic examination of the data alongside a semi-structured approach to data collection.
| Setting and participants
All participants had received or provided stroke care at one of seven regional hospitals, including one large teaching hospital, three district hospitals and three community hospitals. The organization of stroke services differed between hospitals and included hyperWhy is this research needed?
• The advantages of organized stroke units are well documented, but little qualitative research has been carried out to explore the experience of receiving or providing care from multiple perspectives.
• Research that seeks to understand the inter-relationships between the multidisciplinary team, stroke survivors and their families/carers has the potential to contribute to improved practice.
What are the key findings?
• Stroke survivors and families reported satisfaction with medical and nursing care.
• Stroke survivors and families identified challenges in being able to receive information and support in a timely and appropriate manner.
• Multi-disciplinary team staff reported frustrations in not being able to develop relationships and provide information and reassurance in the context of organized stroke services, particularly in the context of organizational pressures to discharge stroke survivors earlier from hospital.
How should the findings be used to influence policy/practice/research/education?
• Stroke services have developed significantly in recent years and the benefits of this are clear. It is important, however, to continue to explore the impact of these developments on the interpersonal experiences of staff, stroke survivors and families.
• Organizational pressures around the discharge of stroke survivors earlier from hospital following stroke have implications for the interpersonal practices of the multidisciplinary team and may have consequences for the quality of the transfer home. acute (n = 1), acute (n = 3), rehabilitation (n = 3) and combined (rehabilitation and acute) (n = 1) stroke units. Former adult patients with a diagnosis of stroke who had been treated in a participating hospital and who were able to provide written consent were eligible for inclusion in the study. Stroke survivors with communication and cognitive impairment were invited to participate providing they could understand three 'information carrying words' in a sentence on the Consent Support Tool (Jayes & Palmer, 2013) . Self-identified primary informal carers of someone meeting the above criteria were also eligible. Purposive sampling strategies were employed.
Stroke survivors were sampled to ensure diversity across the following: the length of time since discharge, length of stay, proportion of admission spent on the stroke unit and whether they had a (Table 1) for the stroke survivor and family carer interviews was shaped by UK stroke guidelines (Department of Health 2007) and themes from existing literature and aimed to explore the patient's journey from the stroke event to the point of discharge from hospital. Dyadic interviews with both stroke survivors and caregivers were offered which allowed a joint narrative to emerge allowing a more complete description of the poststroke hospital experience (Morris et al., 2007) . Demographical data were collected from the stroke survivor and family carer participants once consent to take part had been granted, poststroke dependency was also assessed (McKevitt et al., 2004) . Interviews were conducted in participant's homes, with the exception of one which took place at the participant's workplace.
Focus groups were conducted with medical, nursing and allied health professionals working on the specialist stroke units, while senior staff including medical and nurse consultants were invited to take part in semi-structured interviews. This was to allow junior staff to share their experiences, particularly those that related to perceived weaknesses of the service that they provided. The staff interviews and focus groups followed a separate interview guide (Table 2 ) to facilitate the exploration of strengths and weaknesses of the services provided and how well the service meets the needs of stroke survivors and family carers. Staff interviews and focus groups were conducted at the participant's place of work.
All interviews and focus groups lasted approximately 1 hr and were audio recorded and transcribed verbatim. Transcripts were not returned to participants for checking and correction. However, for the purpose of dissemination and respondent validation, a series of five feedback events were held with staff from six of the seven participating stroke services. A combined event was also held for all stroke survivors and family carer participants (n = 29). Findings from early analysis were presented at these events and feedback was sought for the purpose of clarification and to enable the research team to validate their interpretation of the data.
| Ethical considerations
Bradford Research Ethics Committee (11/YH/0098) approved this study. Research governance and access permissions were obtained from all hospitals involved in the study. Ritchie and Spencer's (2002) framework method was used to undertake a thematic analysis of the data. The stroke survivor and family carer data were analysed separately to the staff data in the first instance. Once all data had been coded into the thematic framework, | 2353 similarities and differences between the data sets were considered.
| Data analysis
These initial thematic frameworks provided the basis of this paper and additional sorting and iterative comparison allowed for further interpretation of the data to develop coherent themes common to both data sets.
| Rigour
For both datasets, three of the authors (TR, MH and CG) independently familiarized themselves with a subsection of the data (five transcripts) and developed an initial coding framework. The three frameworks were amalgamated through discussion, and the resultant thematic framework was entered into NVivo9, which was used to manage the analysis of the remaining transcripts. As additional themes and subthemes emerged from the data, they were discussed by the team at regular meetings and added to the thematic framework.
| FINDINGS
In total, 32 interviews were conducted with 31 stroke survivors and 28 family carers. Most interviews were dyadic (n = 27), others were stroke survivor only (n = 4) and family carer only (n = 1).
Stroke survivor and family carer participant characteristics are described in Table 3 . Some participants experienced a range of organized stroke unit care from acute to rehabilitation units, while others received care from a single setting. Eight focus groups and nine interviews were conducted with 66 staff working in stroke services. Of the 66 participants, 11 (17%) were male. Staff from a diverse range of disciplines and grades took part in the study (Table 4 ). All of those staff invited to participate took part in the study after receiving an information sheet and providing informed consent.
Three themes are presented here. First, two processes are described: 'So frightening': responses to the impact of stroke on the body and seeking information and stroke-specific knowledge. These two processes are shaped by the stroke unit context. With this in mind, a final theme was identified: the challenge in building relationships in organized stroke unit care.
3.1 | 'So frightening': Responses to the impact of stroke on the body
On admission, stroke survivor participants were able to describe a range of responses to both their arrival in the acute setting and the feelings about the stroke event. Feelings of shock, confusion and panic were emphasized in the accounts shared by stroke survivors.
Being 'in a state', 'in a tizzy' and there being 'an awful lot to take in'
were compounded by events overtaking them and things 'happening too fast'. These initial experiences act as a helpful insight into the period following admission, but perhaps more powerful are those accounts of the period beyond these early moments. Stroke The fact that you can't communicate as well and it's so frightening, so frightening, isn't it, when you can't make yourself understood at all, you know, it's an awful feeling, I were so frightened and so, I'd lost all confidence. Other participants receiving accurate, trustworthy information were also able to identify the investment in time required and the importance of the opportunity to question knowledgeable members of the MDT. In this sense, staff were responsive and able to provide information. Different experiences were reported by other's who felt that information sharing was unidirectional by nature. The respondent below felt that information was requested on a regular basis, without reciprocation. Information was shared at discharge, but this was perceived as being ill-timed:
I mean, they came and talked to you and asked you your symptoms but never, I don't recollect. . .that anyone sat down and explained to [Name 1] anything that had gone off, you know, I mean, the nurse on the discharge, the ward Sister I think it was, on the discharge, she explained things a lot and went through the folder and all that sort of stuff, but I don't think, there were never much explanation of what a stroke was and how it did it until the discharge. Stroke survivor, family carer and staff participants identified the existence of stroke unit care as being an important feature of the response to the challenges of stroke. In particular 'expertise' and 'specialist' medical and therapy knowledge, the inclination for staff to be able to recognize what 'patients were feeling' and teams 'working day in and day out' in the field of stroke were viewed as being particularly important. These particular features of organized stroke care were perceived as contributing to successful outcomes for stroke survivors and family carers. For staff participants working in stroke services, several additional aspects of the organization of services also contributed to improved outcomes. These include improved collaborative working with essential services outside of the stroke unit (e.g. radiology); clarity of goal and purpose in the staff team ('being on the same page'); the reliability of information provided by colleagues and close geographical proximity to fellow stroke-specific specialists.
While the importance of stroke units can be stressed, these data also suggest that the nature of the environment had a significant They put me in a bed, I got changed, you know, they checked my blood pressure, you know and they gave me tablets I had, I had checks, I think twice a day for my The struggle to achieve the type of service envisioned by nursing and other staff is apparent in these data. The Ward Sister below notes that for the most part a service which provided excellent care, including person-centred approaches, is achievable, but in the context of a busy organized stroke unit not all of the time:
We go through periods where we have to go back to basics just to make sure that what you are doing is good and there's no room for the niceties that we know we would like to do. It doesn't happen all the time, but there are times when it's like that. [Ward Sister 38,
Rehabilitation ward]
This is not to say that all stroke survivors and family carers felt that they did not receive support in response to their emotional consequences of stroke. The respondent below contrasts his experience in two very different environments, citing limited time and resources in one of the hospitals as the explanation for the range of his experiences.
They [hospital 2] were wonderful, because I think they realized that I were finding it difficult to accept so, you know, they were really lovely. . .they talked to you a lot more than the [hospital 1] staff. I mean I'm not saying they were any better because I suppose the [hospital 1] staff had more on their mind because they had more patients than down there, so they might have got more time to be more conversational. I think it brought you out of your shell a bit more, you know.
[Patient 3]
Similarly other participants spoke about being offered reassurance, amid the demanding ward environment. In particular, the provision of information tempered with a realistic assessment of outcome was identified as being significant to patients and family carers at this critical time.
Foremost for members of the MDT were the pressures to achieve particular targets relating to Early Supported Discharge (ESD). The imperative placed on the MDT to facilitate the discharge of patients is a notable theme. The ward manager below describes the impact she feels that this has on the quality of communication in the team and with patients and their families:
I think it's a challenge for the nurses to be able to sort of make contact with the patient and be able to It was not only families and patients who considered the discharge process to be expedited at times. Staff, while under pressure to discharge, were aware at times that the quality of the process was being undermined and they were concerned for the future lives of the family:
It's a huge thing. And to us it is what it is, you know you've had a stroke and this how you are, but to prepare that family member that you're now going to be their main carer, however simple it might be . . . The stroke unit pathway was described by one staff respondent as 'a bit like a roller coaster ride' for some stroke survivors, while another provided a revolving door analogy. The emphasis on reducing length of stay is clear in the data and while this is often viewed as an aspiration for all concerned, the implications for the quality of the discharge process and preparation for a life with stroke are noted.
| DISCUSSION
This paper focused on the views of former patients, their family caregivers and members of the MDT in eight organized stroke units across seven services in England. The study is unique in that it brings together these multiple perspectives at a time when organized stroke care has undergone significant change and modernization, both in the UK and around the world. The study highlighted two important themes: responses to the impact of stroke upon the body and seeking information and stroke-specific knowledge. Each of these themes is understood via a third central theme entitled:
the challenge in building relationships in organized stroke care.
Information seeking is not new and several other papers have already noted this perennial issue (Smith, Forster, & Young, 2009 person and by implication the psychological and physical. These data suggest that being able to achieve this effectively in the context of current organized stroke care is a challenge. We are reminded of Doane & Varcoe (2007) and the importance of understanding the situational aspect of interpersonal practices. Indeed, there is evidence to suggest that the growth in 'hyper-acute' services, some of which were included in this study, has resulted in a shift towards a focus on physiological monitoring and medical care 
| STUDY LIMITATIONS
This study is derived from qualitative data, relying on a relatively small number of participants. At no time have the authors sought to make generalizations to a wider population. The study did, however, use a purposive sampling approach and hence a broad range of perspectives were gathered. Readers will note that staff participants have been categorized through the setting where they work. This was not possible in the case of patients and carers as they often experienced more than one form of organized stroke care. Two potential limitations stem from the method of recruitment of participants and the timing of the interviews. First, the research team had little control over who was approached to take part in the study as this was undertaken by third parties. As such, these data might be subject to selection bias and we do not have accurate information on the number of patient participants contacted to take part in the study from all settings. Second, it should be noted that the nature of the patient and family carer data is reliant on recollection and reconstruction of events and experiences.
As such it must be recognized that these may represent an interpretation of the time spent in hospital.
| CONCLUSION S
This study has sought to bring together the views of a range of participants and critically reflect on the nature of stroke unit care in a region of England. In doing so, the participants described a range of 
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